We present the case of a 42-year-old woman who had undergone laparoscopic hysterectomy for uterine myoma three years prior to diagnosis with trocar site endometriosis. The patient was observed to suffer endometrial implant exclusively at the suprapubic trocar site. This case demonstrated that trocar site endometriosis can occur, even in a patient without a uterus and without previous endometriosis. The etiopathogenesis of this condition was likely attributed to the dissemination of endometrial tissue during laparoscopic surgery, resulting in subsequent microscopic endometriosis cell implantation in the trocar site.
Endometriosis is a condition whereby functional endometrial tissue is present outside the uterine cavity. The disease commonly affects the pelvis with the most common locations being the ovaries, urine ligaments, rectovaginal septum and peritoneum. Unusual endometriosis outside the pelvis has been reported to include the bladder, intestines, appendix, hernia sacs, lungs, kidneys and other extremities. It well known that endometriosis may migrate and implant in various anatomic locations including surgical scars [1] . Herein, we report the rare case of a patient who had undergone a laparoscopic hysterectomy for uterine myoma three years prior to a diagnosis of trocar site endometriosis.
Case Report
A 42 year old woman presented an approximately 3 cm sized mass in the suprapubic region at the site of trocar insertion, accompanied by cyclic pain which had commenced eight months prior to her visit. The patient had undergone two Cesarean sections, ten and twelve years prior to her visit, as well as a laparoscopic subtotal hysterectomy which was applied at a private clinic in order to treat a large uterine myoma three years prior to her visit. According to the private clinic, she did not report pelvic pain, dysmenorrhea or dyspareunia prior to the hysterectomy. And besides the uterine myoma, no other abnormal operative fi ndings were observed during the hysterectomy. Our physical examination revealed an approximately 5 cm sized, non-tender mass, accompanied with slight swelling, located in the suprapubic region just beneath the suprapubic trocar site scar. Ultrasonography revealed a 5.5 × 2.2 cm, oval-shaped, hypoechoic mass in the abdominal wall of the suprapubic region. No abnormal findings were observed in the pelvis or ovaries (Fig. 1) . Routine clinical laboratory test results were all within normal limits except for CA-125, which was slightly above normal range at 45.4 IU/mL. Based on these findings and symptoms, granulomas due to surgical wounds or Ho-Hyoung Lee, et al. Trocar site implantation of endometriosis endometriosis was suspected. Surgical exploration was conducted with the patient under general anesthesia. A sharp dissection was carried down to the palpable mass, which was firmly attached to the fascia. Intraoperatively, an approximately 5 cm sized hard mass was found between the subcutaneous tissue and the fascia. The mass was completely removed and the defect primarily closed. Histopathological examination revealed hyperplastic cicatic fi brosis with regions of scattered stromal tubular and cystic glandular endometrial tissues (Fig. 2) . The patient's postoperative course was uneventful. She was treated with gonadotropin releasing hormone agonist with add-back therapy for 6 months with no resulting complications. Her serum CA-125 level returned to a normal range after one month. After 19 months, she reported no abdominal pain or other specifi c complaints.
CASE REPORT

Discussion
Surgical scar endometriosis is a rare condition and is always iatrogenic. It can be observed after Cesarean section [2, 3] and after episiotomy at the perineal site [4] . Surgical scar endometriosis at the trocar site has been described to be associated with the use of laparoscopic surgery as a method for treatment [5, 6] . In our case, a symptomatic lesion was observed to develop three years after her laparoscopic hysterectomy, yet there was no endometriosis lesion noted at that time. As our knowledge, there is no case with scar endometriosis developed after hysterectomy for myoma such as our patient. This raises the question of how endometriosis implantation could occur three years after a laparoscopic hysterectomy in a patient without any previous evidence of an endometriotic lesion? The etiopathogenetic mechanism by which endometriosis develops at a surgical wound site is evidently linked to endometrial tissue dissemination during the course of gynecological surgery. Subsequent to surgery, and under the stimulus of therapeutic estrogen, such tissues tend to grow until becoming symptomatic [1] . The infl uence of surgical tumor manipulation and the resultant shedding of tumor cells has been observed [7] . It has also been suggested that localized tissue ischemia renders that tissue conductive to implantation [6] . Several authors have hypothesized that the practice of insuffl ating CO 2 into the peritoneal cavity causes cell aerosolization and may promote tumor cell shedding [5] [6] [7] [8] . A higher probability of tumor growth on the peritoneum has been associated with gas laparoscopy as opposed to gasless laparoscopy procedures [7, 8] . In the case of our patient, we suggest that microscopic endometriosis or otherwise undetected endometrial tissue, disseminated to the trocar site during laparoscopic surgery. Because microscopic endometriosis tissue or endometrial cell implantation likely occurred within the laparoscopy trocar site, secondary to manipulation or instrument interference, our case supports the hypothesis that the pneumoperitoneum influences the mechanism of free intraperitoneal cell implantation within the abdominal cavity. In conclusion, endometriosis in the trocar site is not a common complication but may occur in a patient without a uterus due to hysterectomy, even in a patient without previous endometriosis. This can occur because microscopic endometriosis may implant at the trocar site during hysterectomy. In light of the fact that the use of the laparoscopic procedure in the treatment of numerous gynecological pelvic conditions is increasingly common, surgeons who perform laparoscopy must utilize procedural caution to protect the trocar site and surgical wound in order to prevent the dissemination of endometrial cells.
